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In particular, a decrease in levels of nicotine
dependence among recent cohorts of smokers
could partly explain higher rates of successful
quitting among younger adults. Less-depen-
dent smokers are more likely to successfully
quit, presumably because of less-intense with-
drawal symptoms.9–11 Following the 1992 En-
vironmental Protection Agency report classify-
ing environmental tobacco smoke as a
carcinogen,12 there was a rapid increase in
social norms supporting restrictions on smok-
ing,13 and increased restrictions on smoking at
work and in public places have been associ-
ated with reduced levels of daily cigarette
consumption.14,15

During the 1990s, an increasing proportion
of smokers, particularly parents, banned smok-
ing in the home.16 There is a strong association
between smoke-free homes and successful quit-
ting,17,18 perhaps in part because a lapse, for ex-
ample after a meal, is less likely. It is possible
that recent birth cohorts who took up smoking
under these restrictions at home and work may
develop lower levels of dependence than previ-
ous cohorts,19 and they may themselves be
more likely to live in a smoke-free home.

During the 1990s, pharmaceutical aids be-
came available to help overcome withdrawal

symptoms, and these aids were associated with
quitting success.20,21 However, once these aids
became easily available over the counter in
1996, their apparent effectiveness in popula-
tion studies disappeared.22,23 More in-depth
analysis has suggested that effective use of
pharmaceutical aids may be limited to smokers
who are motivated to quit, such as those with a
smoke-free home.24 Thus, differences in pat-
terns of use of pharmaceutical aids between
age groups may also contribute to recent differ-
ences in quitting success rates.

We used a large nationally representative
survey to compare US smoking cessation rates
and associated tobacco-related behaviors be-
tween age groups. We compared attempted
quitting rates across age groups each year as
well as success rates among those who tried to
quit smoking and explored whether there were
important differences between age groups in
prevalence of known correlates of cessation.
We used multivariate logistic regression to es-
tablish whether differences in such correlates
could account for differences in cessation rates,
or whether younger smokers were quitting at
higher rates than might be predicted by, for ex-
ample, lower levels of addiction and a higher
prevalence of smoke-free homes.

A key goal of tobacco control is to increase
smoking cessation among young adults, be-
cause quitting at an early age increases the
chances that a smoker will avoid the more se-
rious health consequences of smoking.1 Dur-
ing the 1980s and 1990s, older smokers (50
years and older) were the most successful
quitters,2,3 and annual rates of successful quit-
ting increased for all age groups.2 However,
increases in cessation rates in the 1990s were
greatest among young adults aged 20 to 34
years.2 Furthermore, among young adult
smokers, but not older smokers, the increase
in cessation rates was higher in states with
higher cigarette prices and highest of all in
California, which had a comprehensive state-
wide tobacco control program,2 suggesting
that environmental factors may especially in-
fluence cessation rates among young adults.
Projecting these national trends, we hypothe-
sized that by 2003, young adults may have
been the most successful quitters of any age
group. Understanding recent changing influ-
ences on successful quitting could help in-
crease the effectiveness of public health pro-
grams that aim to encourage cessation.

Rates of successful quitting can differ between
age groups because of differences in the propor-
tion of smokers who try to quit, or because of
differences in success rates among those who
try. There is evidence that changes in the social
norms surrounding smoking can lead to changes
in the proportion of smokers who try to quit and
that these norms can be influenced by tobacco-
related news coverage4 and mass media adver-
tising campaigns,5 both of which increased in the
United States in the late 1990s with the Master
Settlement Agreement and with the start of the
American Legacy Foundation campaign.6 Young
people (aged 0–29 years) may be particularly
responsive to such influences,7 and throughout
the 1990s, California’s tobacco control program
used targeted media campaigns to specifically in-
fluence social norms about smoking.8

Changes in social norms can also influence
behavior associated with success in quitting.

Objectives. We compared smoking quit rates by age in a nationally representative
sample to determine differences in cessation rates among younger and older adults.

Methods. We used data on recent dependent smokers aged 18 to 64 years from
the 2003 Tobacco Use Supplement to the Current Population Survey (n=31625).

Results. Young adults (aged 18–24 years) were more likely than were older adults
(aged 35–64 years) to report having seriously tried to quit (84% vs 66%, P<.01) and
to have quit for 6 months or longer (8.5% vs 5.0%, P<.01). Among those who se-
riously tried to quit, a smoke-free home was associated with quitting for 6 months
or longer (odds ratio [OR]=4.13; 95% confidence interval [CI]=3.25, 5.26). Com-
pared with older smokers, young adults were more likely to have smoke-free homes
(43% vs 30%, P<.01), were less likely to use pharmaceutical aids (9.8% vs 23.7%,
P<.01), and smoked fewer cigarettes per day (13.2% vs 17.4%, P<.01).

Conclusions. Young adults were more likely than were older adults to quit smok-
ing successfully. This could be explained partly by young adults, more widespread
interest in quitting, higher prevalence of smoke-free homes, and lower levels of de-
pendence. High cessation rates among young adults may also reflect changing so-
cial norms. (Am J Public Health. 2008;98:317–322. doi:10.2105/AJPH.2007.112060)
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TABLE 1—Population Prevalence of Factors Associated With Smoking Cessation Among
Recent Dependent Smokers, by Age Group: Tobacco Use Supplement to the Current
Population Survey, 2003

18–24 years 25–34 years 35–49 years 50–64 years
(n = 3 778) (n = 6 821) (n = 12 582) (n = 8 444)

Women, % (95% CI) 48.6 (46.6, 50.6) 45.8 (43.3, 48.2) 46.8 (45.3, 48.2) 45.3 (42.1, 48.4)

Highest education level attained,

% (95% CI)

Not a high school graduate 24.8 (22.6, 26.9) 15.5 (14.3, 16.8) 15.2 (14.1, 16.2) 17.6 (14.7, 20.5)

High school graduate 40.4 (38.1, 42.7) 39.2 (36.7, 41.7) 42.3 (39.8, 44.8) 36.9 (35.6, 38.2)

Some college 34.8 (32.5, 37.2) 45.3 (42.7, 47.9) 42.5 (40.3, 44.6) 45.5 (42.3, 48.6)

Race/ethnicity, % (95% CI)

Non-Hispanic White 77.4 (75.5, 79.4) 74.8 (72.9, 76.7) 76.9 (75.6, 78.3) 79.4 (77.0, 81.7)

African American 8.9 (7.2, 10.5) 9.1 (8.1, 10.0) 11.2 (9.9, 12.6) 11.0 (9.9, 12.1)

Hispanic 8.1 (6.8, 9.5) 10.53 (9.1, 11.9) 7.3 (6.5, 8.2) 5.5 (3.6, 7.4)

Asian or other 5.6 (4.1, 7.0) 5.7 (4.6, 6.8) 4.5 (4.1, 5.0) 4.1 (3.4, 4.9)

Addiction measures

No. cigarettes smoked per day,a 13.1 (12.8, 13.5) 14.2 (13.9, 14.4) 16.9 (16.7, 17.1) 18.1 (17.8, 18.3)

mean (95% CI)

Smoked first cigarette within 30 min 43.3 (41.3, 45.3) 47.1 (45.6, 48.5) 56.3 (55.2, 57.4) 59.5 (58.1, 60.6)

of waking, % (95% CI)

Age of smoking initiation < 15 y, 40.1 (38.2, 41.9) 30.8 (29.5, 32.0) 29.8 (28.8, 30.8) 27.5 (26.3, 28.7)

% (95% CI)

Restrictions on smoking, % (95% CI)

Smoke-free home 42.8 (41.0, 44.6) 42.7 (41.4, 44.0) 31.7 (30.8, 32.6) 27.5 (26.2, 28.8)

Smoke-free workplace 34.8 (33.0, 36.7) 37.3 (35.9, 38.7) 36.2 (35.2, 37.2) 29.6 (28.5, 30.8)

Note. CI = confidence interval.
aAmong current smokers only.

METHODS

Data Source
We used data from the 2003 Tobacco Use

Supplement to the Current Population Survey
(TUS-CPS),25 a large federally sponsored
household survey.26 A detailed description of
the methods used by the CPS has been previ-
ously reported.27 Briefly, the CPS uses a
monthly multistage area probability sample to
select a nationally representative random sam-
ple of occupied housing units, with a response
rate of over 92%. The 2003 TUS supplement
asked detailed questions about smoking his-
tory and smoking cessation and was included
on CPS surveys in February, June, and Novem-
ber and included both proxy and self-response
data, with a self-response rate of over 61%.
Only self-respondents were asked questions on
quitting history. We categorized them into the
following age groups: 18 to 24 years, 25 to 34
years, 35 to 49 years, and 50 to 64 years.

Smoking and Cessation Measures
We limited inclusion to those who reported a

lifetime consumption of 100 cigarettes or
more.28 To reduce bias introduced by including
people beginning to smoke, we used data from
dependent smokers (i.e., those who had smoked
daily for at least 6 months at some time, as de-
termined from detailed questions on smoking
history). We thereby included some former
daily smokers who may have cut consumption
or recently relapsed from a quit attempt.29,30 To
assess recent quitting history, we further limited
analysis to recent smokers (i.e., those who had
smoked within the previous 12 months).3 The
final sample was 36625 recent dependent
smokers. The proportion of each age group who
met these criteria was 21.8% (95% confidence
interval [CI]=19.6%, 24.0%) among 18- to 24-
year-olds, 20.0% (95% CI=19.3%, 20.7%)
among 25- to 34-year-olds, 21.5% (95%
CI=20.9%, 22.1%) among 35- to 49-year-
olds, and 19.1% (95% CI=18.3%, 20.0%)
among 50- to 64-year-olds.

We reconstructed quitting history at 3 levels:
(1) those who reported having seriously tried to
quit in the past year, (2) those who reported
having quit smoking for at least 1 day in the
past year,28,31 and (3) those who had quit for at
least 6 months in the past year (“successful”
quitters).32,33 These categories of quitting are

hierarchical: successful quitters are a subset of
both categories 1 and 2, and those with a quit
attempt of 1 day or longer are a subset of those
who reported having seriously tried to quit.

Demographic, Behavioral, and
Dependence Measures

The TUS-CPS ascertained gender, educa-
tional level, race/ethnicity, and age at first regu-
lar smoking, as well as standard self-report mea-
sures of dependence that have been validated
as important predictors of cessation, including
time from waking to first cigarette smoked and,
for current smokers, the number of cigarettes
smoked per day.9,34 We report rates of smoking
within 30 minutes of waking and the number
of cigarettes per day (up to 40 or more).

Those smokers who had tried to quit were
asked additional questions that assessed use of
pharmaceutical aids during their most recent
quit attempt including: nicotine gum, a patch, a
nasal spray, lozenges, an inhaler, tablets, or pre-
scription pills, such as Zyban, bupropion, or

Wellbutrin. A workplace was counted as smoke
free if the respondent reported being employed
in a building outside the home in which smok-
ing was “not allowed in any work areas.”
Agreement with the statement “No one is al-
lowed to smoke anywhere inside your home”
indicated the presence of a smoke-free home.

Statistical Methods
We used multivariate logistic regression to

compare the adjusted odds of seriously trying
to quit for the youngest and older age groups
of recent dependent smokers. Model covariates
were gender, race/ethnicity, educational attain-
ment, smoking by age 15 years, smoking
within 30 minutes of waking, and presence of
a smoke-free home or workplace. Two similar
logistic regression models compared the odds
of (1) a 1-day quit and (2) a 6-month quit for
age groups of smokers who were seriously try-
ing to quit. These last 2 models also included
as a covariate use of a pharmaceutical aid, be-
cause this information was available for those
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Note. Prevalence is among recent dependent smokers.

FIGURE 1—Past-year prevalence of seriously attempting to quit smoking, quitting for at
least 1 day, and quitting for at least 6 months, by age: Tobacco Use Supplement to the US
Current Population Survey, 2003.

seriously trying to quit. To avoid recall bias in
the length of quit attempts, we assessed the
odds of abstinence from smoking at the time of
the survey in the latter 2 models, as was done
in previous work.2 Because the TUS-CPS did
not have a question on consumption that was
comparable for current and former smokers,
we omitted it from the models.

We computed all estimates using the pub-
lished TUS-CPS survey weights, which account
for selection probabilities from the sampling
design and adjust for survey nonresponse.25,27

We computed variance estimates and 95% CIs
using a jackknife methodology that is standard
for the CPS, which uses the published weights
with Fay’s balanced repeated replication.25,27

We used SAS-Callable SUDAAN version 9.0.1
(RTI International, Research Triangle Park,
NC), modules PROC RLOGIST for weighted
logistic regression and PROC CROSSTABS for
weighted proportions.

RESULTS

Distribution of Sociodemographic
Measures and Quitting Predictors by Age

Among recent dependent smokers, there
was no gender difference across any of the 4
age groups (Table 1), and racial/ethnic compo-
sition was similar across age groups. With the
expected exception that fewer 18- to 24-year-
olds had completed high school or attended
college, there were no differences in education
across age groups.

Both the proportion who reported smoking
the first cigarette within 30 minutes of waking
and average daily cigarette consumption in-
creased with each older age group; both mea-
sures were approximately 38% higher in the
oldest age group than in the youngest age group.
Among the 3 oldest age groups, there was no
difference in the proportion of smokers who had
started smoking before age 15 years; however,
this proportion was higher in the youngest age
group, as would be expected assuming some in
this group were beginning to smoke.

The proportion of smokers working in a
smoke-free workplace did not vary across the
3 younger age groups, but it was lower in the
oldest age group, as expected, because fewer
people in this group were in the workforce.
The proportion of smokers with a smoke-free
home was significantly higher in the 2 youn-

gest age groups (about 43%) than among 
35- to 49-year-olds (31.7%) and 50- to 64-
year-olds (27.5%). The 2 youngest age groups
were 55% more likely to report a smoke-free
home than those aged 50 to 64 years.

Quitting Status by Age
The proportion of recent dependent smok-

ers who reported that they had seriously tried
to quit in the past year (Figure 1) was highest
among 18- to 24-year-olds (84%) and de-
creased with each older age group (to 64%
among 50- to 64-year-olds). In particular, the
difference between 18- to 24-year-olds and
35- to 64-year-olds (66%) was statistically sig-
nificant (P<.01). The proportion of recent
smokers who had quit for at least 1 day in the
past year also was highest among the youngest
age group (51%) and again decreased with
each older age group, to 36% for the oldest
age group (P<.01). The proportion of recent
dependent smokers who had quit for at least 6
months in the past year was 8.5%, 7.0%,
5.0%, and 5.1% for the groups in ascending

order of age, and the difference between 
18- to 24-year-olds and 35- to 64-year-olds
(5.0%) was statistically significant (P<.01).

Among the subgroup who reported having
seriously tried to quit, 58% had quit for 1 day
or more, a proportion that did not vary signifi-
cantly by age. The proportion of those who re-
ported having seriously tried to quit and who
had quit for 6 months or more varied by age
(P<.01): 10.1% for 18- to 24-year-olds, 9.5%
for 25- to 34-year-olds, 7.5% for 35- to 49-
year-olds, and 7.9% for 50- to 64-year-olds.
Among the 18- to 24-year-olds, 17% of those
who quit for a day maintained a quit attempt for
at least 6 months, a percentage that did not vary
significantly from that of the other age groups.

Factors Associated With Attempted and
Successful Quitting

In a multivariate logistic regression, there
was no difference among recent dependent
smokers in the odds of reporting having seri-
ously tried to quit by gender, educational level,
age of smoking initiation, or employment in a
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smoke-free workplace (Table 2, model A).
Members of other racial/ethnic groups were
much more likely to report having seriously
tried to quit than were non-Hispanic Whites.
Regarding smoking dependence, as assessed by
whether the first cigarette was smoked within
30 minutes of waking, smokers with a high
level of dependence were less likely to report

having seriously tried to quit than were those
who were less dependent (adjusted odds ratio
[AOR]=0.76; 95% CI=0.70, 0.83). Those
with a smoke-free home were more likely to re-
port having seriously tried to quit than
were those with fewer restrictions at home
(AOR=1.21; 95% CI=1.12, 1.30). After
adjustment for covariates, the relative odds of

an 18- to 24-year-old trying to quit were al-
most double those of a 25- to 34-year-old and
more than double those of a 35- to 64-year-old
(AOR=2.68; 95% CI=2.22, 3.12).

In a second multivariate logistic regression,
among those who reported having seriously
tried to quit, there was no difference in the
odds of quitting for 1 day or longer by race/
ethnicity, educational level, age of smoking ini-
tiation, dependence level, or employment in a
smoke-free workplace (Table 2, model B).
Women were 16% more likely to quit for 1
day or longer than were men (AOR=1.16;
95% CI=1.02, 1.31). Those aged 35 to 49
years were less likely to quit for at least 1 day
than were 18- to 24-year-olds (AOR=0.83;
95% CI=0.69, 0.99). Use of a pharmaceutical
aid was associated with a 25% increase in the
adjusted odds of trying to quit. Regardless of
age, a smoke-free home was strongly associated
with quitting for at least 1 day (AOR=4.03;
95% CI=3.50, 4.63).

In a third model, among those who seriously
tried to quit, there was no difference in the ad-
justed odds of quitting for 6 months or more by
race/ethnicity, gender, education, age of smok-
ing initiation, dependence level, smoke-free
workplace, or use of pharmaceutical aids
(Table 2, model C). Those who reported a
smoke-free home were much more likely to quit
for 6 months or more (AOR=4.13; 95%
CI=3.25, 5.26). After adjustment for these co-
variates, differences between age groups in the
estimated odds of quitting were not statistically
significant.

The use of any pharmaceutical aid during
the most recent quit attempt was 19.4% over-
all and 6.3% for nicotine gum, 11.8% for a
patch, less than 1.0% for a nasal spray, 1.2%
for lozenges, 1.3% for an inhaler, 1.4% for
tablets, and 6.2% for an antidepressive pre-
scription such as Zyban, bupropion, or Well-
butrin. Use of any pharmaceutical aid during
the most recent quit attempt increased signifi-
cantly with each higher age group, from 9.7%
(95% CI=8.5%, 10.9%) among 18- to 24-
year-olds to 25.5% (95% CI=24.2%, 26.9%)
among 50- to 64-year-olds, representing a 2.6-
times increase (Table 3). In the oldest age
group, only 34.8% (95% CI=24.1%, 45.5%)
of those who used an aid also reported having
a smoke-free home. Among 35- to 49-year-
olds, the proportion who quit for 6 months or

TABLE 2—Adjusted Odds Ratios (AORs) and 95% Confidence Intervals (CIs) for Multivariate
Logistic Regression Models of Attempted and Successful Smoking Cessation: Tobacco Use
Supplement to the Current Population Survey, 2003

Model A, AOR (95% CI) Model B, AOR (95% CI) Model C, AOR (95% CI)

Intercept 0.70 (0.41, 0.99) 0.05 (0.03, 0.07) 0.03 (0.01, 0.05)

Age, y 

18–24 (Ref) 1.00 1.00 1.00

25–34 0.53 (0.41, 0.68) 0.95 (0.76, 1.17) 0.87 (0.65, 1.16)

35–49 0.40 (0.33, 0.47) 0.83 (0.69, 0.99) 0.77 (0.60, 1.01)

50–64 0.36 (0.30, 0.43) 1.01 (0.79, 1.30) 0.98 (0.76, 1.25)

Gender

Men (Ref) 1.00 1.00 1.00

Women 1.0 (0.93, 1.07) 1.16 (1.02, 1.31) 1.16 (0.96, 1.40)

Race/ethnicity

Non-Hispanic White (Ref) 1.00 1.00 1.00

African American 1.67 (1.44, 1.95) 0.83 (0.50, 1.32) 0.63 (0.38, 1.03)

Hispanic 1.53 (1.29, 1.82) 0.90 (0.50, 1.61) 0.86 (0.24, 3.05)

Asian or other 1.56 (1.22, 1.29) 0.91 (0.61, 1.35) 0.80 (0.40, 1.60)

Education

Not high school graduate (Ref) 1.00 1.00 1.00

High school graduate 0.90 (0.81, 1.01) 1.15 (0.87, 1.53) 1.05 (0.60, 1.50)

Some college 0.91 (0.79, 1.05) 1.58 (0.97, 2.56) 1.46 (0.73, 2.19)

Age of smoking initiation < 15 y 

No (Ref) 1.00 1.00 1.00

Yes 0.92 (0.80, 1.06) 0.99 (0.79, 1.25) 1.06 (0.84, 1.28)

Smoked first cigarette within 30 min

of waking

No (Ref) 1.00 1.00 1.00

Yes 0.76 (0.70, 0.83) 1.05 (0.90, 1.22) 0.96 (0.67, 1.25)

Smoke-free workplace

No (Ref) 1.00 1.00 1.00

Yes 0.94 (0.70, 1.28) 1.18 (0.64, 2.15) 1.28 (0.96, 1.72)

Smoke-free home

No (Ref) 1.00 1.00 1.00

Yes 1.21 (1.12, 1.30) 4.03 (3.50, 4.63) 4.13 (3.25, 5.26)

Used a pharmaceutical aid

No (Ref) NA 1.00 1.00

Yes NA 1.25 (1.04, 1.49) 1.1 (0.89, 1.35)

Note. NA = not applicable. Odds are from multivariate logistic regression, with adjustment for all listed variables. Model A
presents the odds of having seriously tried to quit in the past year, among recent dependent smokers. Model B presents the
odds of abstinence for 1 day or more at time of survey, among recent dependent smokers who reported having seriously tried
to quit. Model C presents the odds of abstinence for 6 months or more at time of survey, among recent dependent smokers
who reported seriously trying to quit.
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TABLE 3—Pharmaceutical Aids, Smoke-Free Homes, and Quitting Success Among Smokers Who
Seriously Tried to Quit, by Age Group: Tobacco Use Supplement to the Current Population
Survey, 2003

18–24 years, 25–34 years, 35–49 years, 50–64 years,
% (95% CI) % (95% CI) % (95% CI) % (95% CI)

Used pharmaceutical aid during most recent quit 9.7 (8.5, 10.9) 16.3 (15.1, 17.5) 22.4 (21.3, 23.5) 25.5 (24.2, 26.9)

attempt

Pharmaceutical aid users with smoke-free home 47.5 (36.6, 58.3) 51.2 (46.4, 57.3) 41.3 (38.2, 44.5) 34.8 (24.1, 45.5)

Successfully quit smokinga

Used pharmaceutical aid during quit attempt 7.3 (3.7, 11.0) 8.1 (5.5, 10.8) 9.3 (7.9, 10.6) 8.3 (6.6, 10.0)

Did not use pharmaceutical aid 8.7 (7.3, 10.1) 7.9 (6.9, 8.9) 5.2 (4.5, 5.80 6.4 (5.5, 7.30

aAbstinent for 6 months or more at time of survey.

more was significantly higher among those
who used an aid.

DISCUSSION

Data from the 2003 TUS-CPS shows that
among smokers with at least a 6-month history
of daily smoking, those aged 18 to 24 years
successfully quit smoking (i.e., for at least 6
months) at higher annual rates than did their
counterparts aged 35 to 64 years. This new
finding was expected from cessation trends dur-
ing the 1990s.2,3 The younger smokers’ success
rate was higher in part because a much higher
proportion of them reported having seriously
tried to quit in the past year than did older
smokers. In this study, young adults had a much
higher prevalence of smoke-free homes, as has
previously been reported,16,17,24,35,36 as well as
lower levels of addiction, and both factors are
associated with attempted cessation in the litera-
ture and in our statistical models. However, the
proportion of young adults who reported an in-
terest in quitting was much greater than could
be accounted for by these and other factors in
our multivariate analysis. Indeed, the adjusted
odds ratio of trying to quit was nearly twice as
high for 18- to 24-year-olds as for 25- to 34-
year-olds. It is possible that social norms against
smoking are much stronger among these youn-
gest adult smokers, and this may be reflected by
a high level of interest in quitting.

Among those who reported seriously trying
to quit, a higher proportion of the youngest
adults quit for at least 6 months during the past
year than did older smokers. However, this dif-
ference by age was no longer significant in our
multivariate models after we adjusted for

covariates. In this statistical analysis, as in previ-
ous work, the strongest independent predictor
of longer-term abstinence was presence of a
smoke-free home. This suggests that among
those who tried to quit, the higher success rates
experienced by the youngest adults were ex-
plained by a greater prevalence of smoke-free
homes, lower levels of dependence, and other
favorable tobacco-related factors.

This study replicates previous work on the
difficulty of quitting successfully.28 Well over
half of those in each age group reported seri-
ously trying to quit, but approximately 40% of
those who tried were not able to quit for even 1
day. This proportion was independent of age
despite large differences between age groups in
dependence levels. In our multivariate models,
use of a pharmaceutical aid increased the prob-
ability of abstinence from smoking for at least 1
day, and use of such assistance was over twice
as common among older smokers than among
18- to 24-year-olds. Thus, greater use of phar-
maceutical aids appears to have allowed older
smokers to achieve rates of 1-day abstinence
comparable to those of 18- to 24-year-old
smokers.

Among those who quit for 1 day, fewer than
20% were able to quit for 6 months or more, a
proportion that did not significantly differ
among age groups. Raising this low success rate
has been a goal of tobacco control for many
years, and there was early promise that pharma-
ceutical aids would lead to such an increase.20

However, population-based research has ques-
tioned their effectiveness,23,37 suggesting that for
higher success rates, smokers need a smoke-free
home in addition to a pharmaceutical aid.24

Only one third of 50- to 64-year-old users of

pharmaceutical aids reported a smoke-free
home, which presents an educational opportu-
nity for tobacco control programs.

Some expected associations with cessation
were not apparent in this study. Educational
level was not a prognostic factor in our models,
which may reflect sampling bias in educational
attainment in the youngest age group, because
it is likely that some 18-year-olds who would
later go on to college had not completed high
school at the time of the survey. Many studies
have reported that African American smokers
have more difficulty quitting than do non-His-
panic White smokers. In this study, African
Americans were less likely to successfully quit;
however, they were more likely to report trying
to quit. This interest in quitting could result
from stronger antismoking norms in the African
American community. That such norms exist
has been postulated as one reason for the much
lower rate of smoking initiation among African
Americans in recent years.38

A strength of this cross-sectional survey is its
use of a large representative sample of recent
dependent smokers; a weakness is that report-
ing of recent quit attempts depends on partici-
pants’ recall of events. Smokers may forget short
quit attempts.33 Current quitters may overesti-
mate how much they smoked just before they
quit, perhaps reporting their highest-ever level
of consumption. Because of this potential effect,
we did not include reported consumption 12
months ago in our multivariate models and re-
lied on “time to first cigarette” as our measure
of dependence. Quit attempts in which a phar-
maceutical aid was used may be more memo-
rable than other quit attempts, which would
lead to an overestimate of the importance of
pharmaceutical aids in achieving short-term ab-
stinence in our statistical models. Further, use of
pharmaceutical aids may be much more preva-
lent among smokers who have low self-efficacy
for quitting, and this would lead to an underesti-
mate of the importance of pharmaceutical prod-
ucts as an aid to successful quitting. However,
previous research has demonstrated that the ef-
ficacy of these aids declines over time, regard-
less of potential recall bias. Smokers may insti-
tute a smoke-free home as a cessation strategy
during a quit attempt, which would lead to an
overestimate of the importance of a smoke-free
home in maintaining abstinence in our study. Fi-
nally, as in any population survey, nonresponse
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tended to vary with educational level and other
demographic factors. However, response rates
in the CPS are among the highest in survey re-
search, and the data have been appropriately
weighted to minimize any resulting bias.

Data from the CPS-TUS demonstrated that
dependent smokers aged 18 to 24 years were
more likely to successfully quit smoking than
were dependent smokers aged 35 to 64 years.
This was due in part to more widespread inter-
est in quitting among the youngest adults, and it
could only be explained in part by their higher
prevalence of smoke-free homes and lower lev-
els of dependence. It is likely that high cessation
rates among 18- to 24-year-olds also reflect
changing social norms over the previous dec-
ade. Future tobacco control efforts aimed at in-
creasing cessation among young adult smokers
should continue to target social norms.
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